She now lived in misery, caused by a severe excoriation of the skin of the lower abdomen, perineum, and thighs. I was asked to see her on February 4, 1930 . The atmosphere of the room was indescribable, it being a mixture of decomposing urine and ftces, with which the bed was soaked. She was reduced to a moaning, feeble, cadaverous being, crying to be relieved of her pain or to be given something that she might die. She had an acute pustular dermatitis from the umbilicus to below the knees, and was having a steadily increasing amount of morphia daily. She and her husband repeatedly implored the doctor to "end it."
She was admitted to the King George Hospital, Ilford, on February 6, 1930, and on examination I found a "three-finger " vesico-vaginal fistula, and a "one-and-a-halffinger" recto-vesical fistula, the edges being thick, rigid, and of cartilaginous hardness. There was no sign of growth locally ( fig. 1 ). I performed a left inguinal colostomy immediately, and this relieved her a little for four or five days when, feeling better, she began to eat, and complained of a return of the pain, whilst the ward sister reported the passing of feacal material through the vagina. As the colostomy was working well, the source of the faecal matter could not be the colon; was there a further intestinal leak ? She was given a meal of currants, and some of them appeared at the vagina in an hour's time, thus establishing the existence of a small intestine fistula, and explaining the cause of the painful excoriation; it was a digestive action.
Further operation was advised, but she declined it and went home. A fortnight later she returned, no better, having decided to accept the treatment in the hope of improvement or that she would " pass out " during it.
Skiagrams of the thorax, spine, and pelvis showed no sign of secondary deposits. The bladder fistula was so large, hard, and fixed that I considered it irreparable, and I decided on transplantation of the ureters into the colon above the colostomy. On April 14, I placed the right ureter into the upper part of the cecum, and a fortnight later implanted the left one into the descending colon.
She was still very depressed, and in spite of careful tight packing of the vagina and dieting, the irritating digestive action of the small intestine leak continued on the perineum and thighs.
On May 25, I explored the abdomen and found an ileo-vesical fistula. There were no signs whatever of secondary malignant deposits in the abdomen. I separated the ileum from the bladder and closed the resulting openings. The patient made an uneventful recovery. Fig. 2 shows her " re-arrangement."
She left the hospital at the end of June fitted with a combined colostomy-urinal belt, which worked adequately. Since then she has put oin two stones in weight, and the belt fits better than at first, when she was so emaciated. She is able to do her lighter home duties and shopping. She was heard to say, in the out-patient department, that she was tired, after walking there from her home which was three miles away! I have seen her six-monthly since. She continues in good health. At first, her real difficulty was to manage the urinal whilst in bed, in order to keep dry; experience has overcome this to a large extent. May, 1932.-An " abrodil" excretion pyelogram reveals that the right kidney is now slightly damaged, although clinically she has no symptoms. Dr. Rhynland Parry's report reads as follows:
" " 9.9.32.-The right kidney appears to be low in position and the upper end of the ureter is dilated, the left kidney is also low, there does not appear to be any abnormality in the formation of the calyces except the dilatation of the pelvis in the right kidney. The right ureter terminates in the region of the ceecum. There is an opacity in the region of the ccecum, which would suggest the presence of abrodil, and likewise an opacity in the region of the pelvic colon, suggesting the presence of abrodil in the bowel."
The pelvic floor has softened to approaching normal consistency. This case is interesting, showing as it does: (l) A serious debilitating complication after the application of radium, even though that has probably cured the cancer.
(2) That by a colostomy and implantation of the ureters into the cocum and descending colon, patients who would otherwise be miserable human " derelicts," can be returned to fair health and a useful life.
(3) That infection is probably taking place on the right side, from the septic contents of the ceecum, although clinically there are no signs of it.
Calculi formed in the Renal Substance: Specimen.-H. P. WINSBURY-
This specimen is of great interest because it shows the presence of stones in a most unusual situation in the kidney. They are actually embedded in the substance in the vicinity of the upper group of calyces.
The specimen is a left kidney which was removed by operation from a man aged 29. The corresponding ureter was dilated and opened into a vesical diverticulum.
On examining the hardened specimen, one noted first of all the dilated condition of the calyces. The whole renal mucosa was brown in colour from inflammation and some interstitial change was noted throughout the renal substance. In the floor of the dilated upper calyx my attention was attracted by two slight prominences. The mucosa over these points was intact. On touching them with the point of a knife, it became certain that there were concretions beneath. Two transverse cuts across these areas revealed the fact that in the renal substance, adjacent to the mucous membrane, were two small cavities, ill each of which were two stones. The calculi were hard and black, and ranged in size from that of a pin-head to that of the head of a match.
